The Debate article by Golembiewski (2015) was a welcome reminder of the need to put people with mental disorders at the forefront of our thinking about care. We are living in an increasingly risk-averse world in which the alleged needs of society always seem to trump what the people we are trying to help really want. We agree with Golembiewski that psychiatric hospital settings are far too often perceived as coercive, paternalistic or bland, and not nearly enough notice is taken of the subtlety of people's experience of hospital environments in attempting to redesign them. One of the consequences of this is increasing alienation of patients in mental hospital wards and an increase in violence (National Institute for Health and Care Excellence, 2015), even though we have clear evidence that when we use hospital space more wisely and take notice of the environment there is less conflict (Putkonen et al., 2013) .
Much greater attention also needs to be paid to aspects of environment beyond the hospital setting. In the treatment known as nidotherapy, attention is primarily focused on getting a better fit between person and setting by changing the physical, social or personal environment with the full collaboration of the patient. This has already been shown to be acceptable to patients (Spencer et al., 2010) , to lead to better community placements and improved social function of the most severely mentally ill (Ranger et al., 2009 ) and lead to lesser coercion. For a large number of people who remain unwell or in uneasy equilibrium between partial symptomatic relief and adverse treatment effects, the environmental changes suggested by Golembiewski could be enhanced by nidotherapy after the patient leaves the hospital environment. It is also a treatment involving relatively low resources and as a consequence is likely to be cost-effective (Ranger et al., 2009 ).
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Australia's first National Survey of Mental Health and Wellbeing carried out in 1997 showed that mental disorders were common in Australian adults, but that many people affected did not receive treatment. Similar findings were reported during the 1990s for many other countries, leading to global concern about the 'treatment gap' in mental health care.
Since the mid-1990s, there have been considerable efforts to reduce the treatment gap in Australia. There has been a substantial increase in expenditure on mental health services, and both pharmacological and psychological treatments have had large increases in uptake (Jorm, 2014). However, despite this increase, the prevalence of mental health problems has not reduced as would have been expected. The one population mental health gain that we have had is a reduction in the male suicide rate since the late 1990s, which roughly corresponded with the introduction of the National Suicide Prevention Strategy in 1999. It is unclear why population mental health has not improved despite increases in services and treatment. I have previously proposed that we may need to give more attention to prevention (Jorm, 2014) . However, another factor may be that Australia has had an increase in the quantity but not the quality of mental health services. Here, I examine recent evidence that the treatments provided in Australia are often not consistent with clinical practice guidelines and that the distribution of treatment services in the population is often less than optimal.
Using data from the second National Survey of Mental Health and Wellbeing carried out in 2007 , Harris et al. (2015 examined the frequency and quality of treatment for people with mood or anxiety disorders. They defined evidence-based treatment as receiving pharmacotherapy (antidepressants or mood stabilizers) or psychological therapy (cognitivebehaviour therapy or psychotherapy). They also defined 'minimally adequate treatment' as either 'taking an antidepressant or mood stabilizer for 1 month or longer, plus four or more consultations with any medical practitioner for mental health' or 'receiving CBT or psychotherapy plus six or more consultations of 30 minutes or longer average duration with any health professionals (except a complementary or alternative medicine therapist) for mental health'. Using these definitions, 39% of people with a mood or anxiety disorder sought professional help, 26% received an evidence-based treatment and only 16% received minimally adequate treatment. In other words, less than half the people treated received minimally adequate treatment.
A similar picture emerged when data on service users' perceptions of met and unmet needs were examined. Using data from the 1997 and 2007 National Surveys, Meadows and Bobevski (2011) found that the perceived needs of service users were better met in 2007 than in 1997. However, most of the gains were in partially met need rather than fully met need, suggesting that quality of services may be lacking.
There is also evidence that the treatments provided are not optimally targeted. While the proportion of cases receiving treatment in Australia increases with severity, according to the 2007 National Survey, around 14% of service users aged 16-64 years had no indicator of possible need, such as a current or previous mental disorder or experience of a traumatic event (Harris et al., 2014) . There are also geographic inequities, with people in lower socioeconomic areas (which would have greater risk) and remote areas receiving fewer services.
There have been specific questions raised about the use of antidepressants. The use of these medications has increased rapidly despite questions about their efficacy for mild-moderate depression (Stephenson et al., 2013) . The use of antidepressants for milder cases is also inconsistent with clinical guidelines that recommend psychological therapy as the first line of treatment (Harris et al., 2015) . Furthermore, the age distribution of antidepressant use aligns poorly with the age distribution of mood and anxiety disorders, with antidepressants more likely to be prescribed to older people, for whom prevalence is comparatively low.
The 1990s saw increasing attention to the 'treatment gap' in mental health care. It is apparent that while we have had some success in reducing this gap, we are now facing a 'quality gap' where a substantial proportion of people receiving services do not receive an adequate standard of treatment. Rather than continuing to persuade progressively more people (often with milder problems) into treatment, we need to focus on providing at least minimally adequate treatment to people already receiving services and to ensure that the distribution of these services is based on greatest need.
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